Cardiac catheterization and angiocardiography studies are reported in two patients with syphilitic aortic aneurysms, both of which compromised the pulmonary circulation. In the first instance the right main pulmonary artery was compressed and pulmonary hypertension proximal to the compression resulted. In the second patient the aneurysm ruptured into the pulmonary artery producing an aortic-pulmonary fistula. This patient also had pulmonary hypertension and evidence at cardiac catheterization of a large left-to-right shunt. The difficulty of making the clinical diagnosis of pulmonary artery compression by an aortic aneurysm is discussed. Cardiac catheterization and angiocardiography were essential for establishing this diagnosis in life.
T HE purpose of this report is to describe two cases of syphilitic aortic aneurysm, each of which compromised the pulmonary artery circulation. In one case, the aneurysm created chronic cor pulmonale by obstructing the pulmonary artery with extrinsic pressure; in the other case, the aneurysm ruptured into the pulmonary artery, producing a chronic aortic-pulmonary fistula. Despite the frequency of syphilitic aortic aneurysms, the above complications have been rarely diagnosed during life.
Usually, involvement of the pulmonary circulation becomes apparent at the time that the aneurysm ruptures into the pulmonary artery. Clinically, this event is acute and disastrous as a rule, but occasionally the rupture may occur with survival and present signs suggesting patent ductus arteriosus.1-3 Nicholson4 in 1943 Nov. 7, 1951 because of left anterior chest pain of six months' duration. The pain had become more severe during the previous two months, and he had observed aggravation by coughing and sneezing. Some relief was afforded by resting in the supine position. He had noted shortness of breath only when the pain was especially severe. There was a history of penile chancre at the age of 17, which healed spontaneously. Incidental discovery of positive serology at the age of 32 resulted in "a few" injections, thought to be penicillin. At the age of 25 he was injured in an automobile accident, which he thought resulted in fractures of "several ribs" on the right side. unchanged. The systolic thrill and murmur were described, but no diastolic murmur was found. The blood pressure was recorded at 120/70. The chest x-ray and electrocardiogram were unchanged Case 2: A 46-year-old Negro woman entered the hospital on April 13, 1954, with the chief complaints of dyspnea, orthopnea and swelling of the legs and abdomen. Onset of her present illness occurred in August, 1953, at which time she developed paroxysmal episodes of dyspnea with wheezing, associated with "sickness" in the upper abdomen. These attacks were brief in duration, sudden in onset and cessation, and seemed to be initiated by assuming the left lateral decubitus position. Ther e was no relation of their onset to effort. In between these episodes she felt well, except for persistent anorexli with resultant wveight loss. In November, 1953, she was forced to discontinue her occupation Is a domestic. Swelling of the ankles and exertional dyspnea first were noted in Jan., 1954, progressing to dyspleen at rest, orthopnea and marked swelling of the legs and abdomen by April, 1954. There weas no history of a heart murmur, cyanosis irheuima.iti( fever or syphilis.
The patient was a normally developed, l)ut emnaci- Angiocardiograms: Two studies were carried out, the first in the anterior-posterior projection and the second in the left oblique. In both studies, 50 cc of 70 per cent Neo-iopaz was rapidly injected into the left basilic vein. In the anterior-posterior projection films were exposed at the rate of one per second.
Neo-iopax passed readily into the right pulmonary artery, but the left pulmonary artery was compressed by a large mass ( fig. 6 ). In the left oblique view exposures were at the rate of two per second.
Radiopaque material was visible in the main pulmonary artery and in branches of the right pulmonary artery ( fig. 7) . Dye was not visualized in the left lung field. Also a dilated and elongated arch was apparent with aneurysmal dilatation of the first portion of the descending aorta. At approximately 12 seconds after the dye was injected, it was visualized in the arch of the aorta (fig. 8 ).
These studies confirmed the diagnosis of a chronic aortic-pulmonary fistula, resulting from the rupture of a syphilitic aortic aneurysm into the pulmonary In case 2, the presence of a syphilitic aortic aneurysm, coupled with findings suggesting a patent du(ctus arteriosus or aortic-pulmonary defect, made the diagnosis seem obvious. Although rupture of an aortic aneurysm into either of the heart chambers or great vessels may produce this same murmur and thrill, individual features characterizing the various sites of rupture exist. Herrmann and Schofield have emphasized these individual features, and have delineated the specific syndrome of rupture of an aortic root-aneurysm into the right atrium." Cardiac catheterization produced conclusive evidence of a left to right shunt into the pulmonary artery in this case, and angiocardiography revealed compression with displacement of the left main pulmonary artery. These findings were also confirmed by a thoracotomy.
SUMMARY
Two cases of syphilitic aortic aneurysm are presented, each involved the pulmonary artery. Cardiac catheterization and angiocardiography were essential in e.-tablishing the specific abnormalities present in each case. These two techniques are well suited to the study and clarification of such problems. We are unable to find any previous reports wherein such an opportunity presented itself. As the prospect for surgical correction of such complications improves, the need for accurate diagnosis increases.
SUMMARIO IN INTERLINGUA
Es reportate studios de catheterisation cardiac e de angiocardiographia in duo patientes con syphilitic aneurysmas aortic compromittente le circulation pulmonar. In le prime caso le major arteria dextero-pulmonar esseva comprimite con le resultato de hypertension pulmonar in le segmento cis-compressional. In le secunde caso le aneurysma se rumpeva a in le arteria pulmonar con le resultato de un fistula aortico-pulmoinar. In iste caso hypertension sabile pro establir iste diagnose durante le vita del patiente.
